4 0 ngAl/ml/hr). Hyperaldosteronism was evident from the low fractional excretion (FE) of Na of 0.27+0.2% (normal 0.7+0.3%) and high FEK of 21215% (normal 824.3%). Serum sodiums were normal. All the abnormalities returned to normal when bronchiolitis subsided. Thus, bronchiolitis of infancy is characterized by two abnormalities of water and electrolyte endocrine homeostatis. Both SIADH and hyperreninemia-hyperaldosteronism induced water retention. However, they counterbalanced each other with respect to serum Na, which remained normal. Bedside diagnosis can be obtained from the Posm-Uosm relationship, and the normal serum Na disregarded. Management should include water restriction.
H. Therefore, PVP-I was replaced in obstetrics by a non iodinate isinfectant (Chlorhexidine 0.5 X in isopropranolol 70 X (CHL)). e compared neonatal TSH (mU/L serum) at screening for CH before 4912 newborns) and after (1164 newborns) replacement of PVP-I by HL in breast and bottlefed infants born to mothers with (groups ) or without (groups I) skin disinfection. >10 mU11 in venous samp1es)were re-examined; in case of a permanent CHT of unknown cause the T4 replacement therapy was interrupted for investigation. Permanent primary CHT was found in 51 cases (incidence 1:3500): 14 ageneses, 3 cryptic thyroids, 27 sublingual thyroids, 4 total organification defects, 1 Pendred syndrome and 2other dyshormonogeneses. Secondaryltertiary CHT was found in 6 cases (1:30,000): the 3 having an abnormal screening result were already under pediatric control since birth; in the other 3, having normal screening values, the diagnosis congenital TSH deficiency was made after referral for growth retardation. Transient primary CHT, comprising 89 cases (1:2000), outnumbers permanent CHT. In 45 cases a plausible etiology was found retrospective1y:one mother used PTU during pregnancy, one child with a congenital nephrotic syndrome and 43 cases in which the fetus or neonate was exposed to high doses of iodine. Severityandduration of the CliT in the other 44 cases were comparable, however the cause remained unknown. In conclusiohthe Dutchoverall incidence of CHT amounts to 1:1200. 70 It .Bertholomews Hospital L John Radcliffe Hospital .UI.
NON-GH DEPENDENT INSULIN-LIKE GROWTH FACTOR BINDING PROTEIN (ICF-BP) PROFILES IN DIABETIC ADOLESCENTS.
Recent evidence that the non-GH dependent IGF-BP is not only a carrier protein but alao has an active role in the growth process is enhanced by observations of a marked circadian rhythm. We have measured RIA levels of this IGF-BP over 12 or 24 hours in 11 poorly controlled diebetic edoleecente & 7 normals (4 edoleecents & 3 adults).
In 5 diabetics, overnight profiles were alao obteined with euglycaemia maintained by an insulin clamp. In normal adults IGF-BP was undetectable except for a nocturnal peak of 30-40ng/mL. .In 2 diabetics receiving long-acting insulin in the evening, level8 of 10-20ng/mL in the day and 100-120ng/ml at night were found.
In 3 diabetics receiving long-acting insulin in the morning levels reached 410-460ng/mL at night concomitant with elevated plasma glucose, with which a close correlation was found.
Maintenance of euglycaemis overnight failed to suppress the IGF-BP peak although this occurred earlier than on the unclemped night. However in one subject who became hypoglycaemic the nocturnal peak was considerably blunted. These findings show for the first time that in young diabetics whilst markedly elevated non-GH dependent IGF-BP levels are found the nyctohemersl rhythm is maintained irrespective of metabolic control. Levels ere consistent with insulin being a major regulator of this IGF-BP in the circulation. Thon*, S. Koletzko*, ti. Schmidt*, U. Wendel*, A. E. Heinze
1
Centers of Pediatrics, Universities of Ulm, Diisseldorf, Heidelberg, West-Germany.
GROWTH OF CHILDREN WITH DIABETES MELLITUS -RESULTS

OF A PROSPECTIVE MULTICENTER STUDY
In a cross-sectional study 89 diabetic children with longstanding discose (M + SD : 6.7 + 2.3 years) were significantly shorter and heavier than a control-group (n = 102). In 1983 we started a prospective multicenter study in children with newly diagnosed D.M. Glycosylated hemoglobin (SDS) and insulin dose (U/kg b.w./day) were determined 3 monthly, height and weight (SDS) 6 monthly and bone age (Greulich-Pyle, SDS) 12 monthly. Mean height and weight of the diabetics and normals were expressed as bivariate plots, the 95%-confidence limits represented by ellipses; no overlapping indicated significant differences. At diagnosis (n : 142) and after 1 year (n = 88) there was no significant difference between the two groups, although the diabetics tended to be slightly underweighted at diagnosis (x SDS : -0,3) and increased body weight after 1 year (x SOS : + 0.4). After 2 years (n : 61) there was a further weight gain ( i SDS : + 0.7). After 3 years (n : 40) -the ellipses did not overlap -the diabetics were significantly shorter (; SDS: -0.3) and heavier (; SDS: + 0.5) than the control group. After 4 years (n : 15) height reduction was more pronounced (X SDS: -0.7). Bone age of the diabetics did not differ significantly from the controls at any time. Our results indicate that even with improved therapy significant height reduction of diabetic children occurs as soon as three years after onset of disease.
U. tricker*, K.Zuppinger, P. nullis* and E.Joss Department of Paediatrics, University of Berne, 172 Inselspital, Switzerland
GROWTH, PUBERTY AND ADULT HEIGHT IN CHILDREN WITH INSULIN DEPENDENT DIABETZS MELLITUS (IDDM)
A longitudinal study of height, weight and onset of puberty was performed in 162 children (84 girls, 78 boys) aged 1-14 yra at onset of IDDM. Height was assessed at yearly intervals (9-15 monthly) with a Harpenden stadiometer by trained staff and related to the Zurich longitudinal growth study. Insulin dosage ranged from 0.62-1.05 Units/kg/day in 2 daily injections and Hb A1 from 6.9-15.7 X , median 9.7 X , ref. 5.8-8.0 X ) . Height at the onset of IDDM was normal in both sexes, remained normal in girls but decreased significantly (p < 0.01) in boys to -0.8 + 0.8 SDS after 12 yrs of duration of IDDM. Onset of testicular growth (13 ml) occurred at 12.1 2 1.2 yrs (ref. 11.8 2 0.9, n.8.) and menarche was slightly delayed (13.9 + 1.1 yrs, ref. + 5.0 X after 13 yrs duration, but remained normal in boys (44.1 + 9.3 X after 13 yrs duration, n.s.).
Growth, pubertal develop--ment and adult height thus was essentially normal in a group of rather well controlled diabetic children, but girls became signi ficantly (p < 0.01) overweight in puberty.
